Proliferative myositis (PM) is a rare inflammatory disease. Most commonly, the lesion occurs in the extremities. Regarding its fast growth and bizarre shape of the cellular components this entity commonly misdiagnosed and the patients undergo improper therapeutic approaches. In other words, it is often misdiagnosed as sarcoma. The diagnosis can only be made by the microscopic examination, so biopsy is mandatory. Here the authors report a patient with PM who was initially misdiagnosed as pleomorphic sarcoma of the lower extremity and explain this rare entity.
INTRODUCTION
Pseudosarcomatous lesions are dilemma for a medical teamwork including pathologist and a surgeon. PM is a rare peudosarcomatous entity with reactive nature and an uneventful outcome. It can be confused with sarcoma not only clinically but also morphologically [1] . Hence a correct diagnosis is needed to prevent unnecessary radical surgery and treatment. As a matter of fact, PM is the intramuscular doublet of proliferative fasciitis. Although Kern is credited with the inventive description of PM, Ackerman reported the first cases in his study of "extraosseous non-neoplastic localized bone and cartilage formation" [2] . Like proliferative fasciitis, it is a fast growing mass that infiltrates muscle tissue in a diffuse pattern and is defined by grotesque giant cells with close likeness to ganglion cells. The symptoms are non-specific, and the diagnosis always depends on the histological evaluation of tissue gained by biopsy or excision [2] . It arises mainly in adults between 40 and 70 years without sex preference [3] . Here we describe a case of PM in a 66-years old female who presented with a rapid-growing, painful, irregular swelling in her right leg which was initially misdiagnosed as malignant tumor of the leg.
CASE REPORT
A 66-year-old lady referred to a local private clinic with complaint of a fast growing mass in the lateral part of her right leg. The mass was painful. Her symptom had begun 6 months before. She denied any history of trauma.
Under the diagnosis of malignant lesion the patient had undergone surgical excision. The pathology report of the resected material was pleomorphic sarcoma. After that, chemotherapy was prescribed. However, she refused chemotherapy and was visited by another physician in our hospital. The microscopic slides were sent to the pathology ward by the second physician. All the pathology slides were subsequently reviewed at our institution in conjunction with the radiographic studies. An MRI of the leg at an outside facility showed an ill-defined abnormal signal lesion in muscular structures of right calf in posterolateral aspect without considerable mass effect. There was a heterogeneous enhancement of mentioned region after contrast injection ( Figure 1 and Figure 2 ). Histopathological examination of tissue showed a poorly circumscribed lesion composed of fibroblast-like cells along with bizarre giant cells resembling ganglion cells that involved the epimysium, perimysium, and endomysium ( Figure 3 A and B) . Mitosis was present, but not atypical. Residual muscle tissue showed atrophy however cartilage and osteoid were not found. A final diagnosis of PM was made.
of muscular injury resulting in a proliferation of myofibroblasts.
Owing to its fast growing nature, frequently it is misdignosed as a malignant neoplasm.
The lesion is first noted as a palpable, more or less discrete, solitary mass.
It rarely causes tenderness or pain. However, the chief complaint in our patient was severe pain. On physical examination stigmata of an inflammatory process are usually absent [4] . The duration between onset and excision is usually less than several weeks. The patients tend to be older than those with nodular fasciitis, with a median age of 50 years. Our case was 66 years old. It seems to have no preference for either sex or any specific race. The lesion generally affects the muscles of the trunk and shoulder girdle. However, any muscle could be involved. For example, Joshua R. Colombo et al. presented a patient with PM involving sternohyoid muscle [4] .
The exact etiology of this disease is obscure; however trauma has been suggested to be a predisposing agent.
In addition it is alluded that local ischemia, paracrine myopathy and chromosomal abnormalities have an important role [5] . Association of this disease with collagen vascular disease, desmoplastic fibroma and application of cast in cases with bone fracture has been noticed [6] . There is no characteristic CT feature in PM. As a result CT scan is not a method of choice in the diagnosis of this entity [7] .
MRI enables high soft tissue resolution and can show diagnostic aspects for PM [8] . It is helpful for the surgeon by revealing the localization, size and bone condition. As clinical findings are non-specific, PM is usually diagnosed on histopathology. So microscopic evaluation is mandatory for proper diagnosis.
We should say that in one study, the authors reviewed 33 cases of PM and they showed that among these cases, 14 patients were misdiagnosed as precancerous or overt malignant tumors especially various sarcomas [9] . As a result of the wrong diagnoses, 11 patients had undergone unnecessary radical surgery.
Furthermore, MMA Jayawickrama reported 2 cases with PM who at first were misdiagnosed as sarcomas [10] . First patient was an old man who presented with a chest wall mass. The mentioned mass was painless. Initial diagnosis was spindle cell sarcoma. The other case was a young lady presented with a well circumscribed fast enlarging tender mass in her supraclavicular region. Again initial diagnosis was rhabdomyosarcoma. Revision of the slides related to both patients confirmed the diagnosis of PM. The differential diagnosis of PM includes myositis ossificans, other inflammatory myopathies and various sarcomas [11] . Proper diagnosis rests on patient's history and microscopic features.
Treatment modalities are different and include wait and watch or surgical intervention. To the best of our knowledge recurrence and malignant transformation have not been reported.
In conclusion, PM is a rare but benign lesion. Clinical and paraclinical features may be misleading. Its definite diagnosis is based on microscopic findings. Awareness of this disease will aid physicians to prevent improper treatment approaches.
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